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TO THE DIVISION OF WORKERS’ COMPENSATION:

in answer to the Application for Review or Modification respondent respectfully states:

TEMPORARY DISABILITY WAS PAID FROM TO

for a total of weeks, day'sat$ per week, totaling $

PERMAN ENT DISABILITY WAS PAID FROM TO

for a total of weeks, at § per week, totaling $

The date of the last compensation payment was . The date of the last

authorized treatment was

The factual, legal and medical reasons for denying the application are as follows:

Q Demand is hereby made for answers to standard occupational disease interrogatories.

1 Demand is hereby made for all records of medical treatment, examinations and diagnostic studies.

1 certify that the foregoing statements made by me are true to the best of my knowledge, information and belief.

Attorney for Respondent Date
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